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593due to the difference of research design, SHS mea-
surement, and disease status of patients. SHS expo-
sure outside of the home in our subjects was likely
and mostly from indoor workplaces, restaurants, and
streets where the exposure should be less intense
than at home. This may explain the nonsigniﬁcant
association between SHS exposure outside of the
home and smoking cessation.
Smoking cessation is one of the most effective
strategies for primary and secondary prevention of
cardiovascular disease (CVD), but it has received far
less attention than other CVD risk factors, such as
hypertension, hyperlipidemia, and diabetes (5).
Cardiologists play an important role in assisting
smokers to quit, particularly at the teachable mo-
ments of CVD diagnosis and hospitalization. Current
practice guidelines for smoking cessation on the
basis of evidence from pharmacological and behav-
ioral trials achieved <50% abstinence at 12-month
follow-up. In addition to standard smoking cessa-
tion practices, cardiologists should assess SHS
exposure in smokers and advise smokers to avoid
being exposed to SHS and smoking cues. Including
family members in smoking cessation counseling
may be warranted, particularly for CVD patients
who usually require lifestyle and behavioral modi-
ﬁcations using a family-centered approach. Future
interventions including counseling on SHS reduc-
tion may produce extra beneﬁcial effects on smok-
ing cessation in cardiac patients, in addition to the
beneﬁcial effects of avoiding SHS on cardiovascular
function in smokers.
All information was self-reported and subject to
reporting bias. Using biological markers of SHS
exposure could not distinguish places of exposure,
which were differentially associated with smoking
cessation. The generalizability of this study might be
limited, as it was originally designed as a trial and
adopted a nonrandom sampling method, although
the subjects were screened on the basis of a large pool
of patients (n ¼ 60,588).
We found that SHS exposure at home was associ-
ated with a lower likelihood of smoking cessation
among cardiac outpatients. Interventions to reduce
SHS exposure may increase quitting among cardiac
patients.Man Ping Wang, PhD
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Does the Type of Myocardial Infarction
Impact Management and Outcomes?Kumar et al. (1) showed that patients admitted to the
hospital with a principal diagnosis of acute myocar-
dial infarction (AMI) during weekends have a signiﬁ-
cantly higher risk of in-hospital mortality than those
admitted on weekdays. The authors suggest that
delayed access to cardiac catheterization during
weekends may explain this ﬁnding. We believe that
few clariﬁcations and alternative explanations are
worth consideration.
As the authors pointed out, weekend admissions
represent 26.1% of all admissions, instead of 28.5%
(2 of 7 days of the week). Selection bias is a plau-
sible explanation, as some patients with the least
severe clinical symptoms may delay the diagnostic
work-up and subsequently they would be admitted
on the next working day, whereas patients with
more severe symptoms are admitted the same
day. Assuming this, the next working day should
be associated with the highest number of admis-
sions and probably the lowest death rate of the
week.
The authors have performed an analysis of a large
database to address an important question. The
inability to distinguish between ST-segment eleva-
tion myocardial infarction (STEMI) and non–ST-
segment elevation myocardial infarction (NSTEMI)
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594is a major limitation of this analysis. There is a
need throughout the paper to distinguish between
STEMI and NSTEMI. The different approaches to
manage STEMI (90 min door-to-balloon) and
NSTEMI (early invasive in ﬁrst 48 h or conservative
management are recommended options) may have
an impact on mortality. The more conservative
approach for NSTEMI management allows for
deferring more invasive interventions to next
working day, and imaginably increases the risk of
in-hospital mortality; however, this is not the case
for STEMI.
We have widely explored the possible existence of
a “weekend effect” and conﬁrmed an increased risk
of death for other acute cardiovascular diseases as
well (2,3). Our ﬁndings using the same dataset
showed higher mortality among NSTEMI patients
only (3). Moreover, another study showed that
although there were fewer patients with acute coro-
nary syndrome (ACS) admitted than expected on
nights and weekends, the proportion of patients with
ACS presenting with STEMI was almost 65% higher
on weekends (4). Could the authors provide this
information?
The increased mortality rate reported by Kumar
et al. (1) among weekend admitted patients for AMI
may denote real excess deaths. But more substan-
tial arguments are needed to rule out a mere
selection bias. Also it must be noted that without
precise information regarding the type of AMI and
information on other cardiac interventions, the
timing of cardiac catheterization cannot be viewed
as a reliable indicator of the quality of care in pa-
tients with AMI.Mahdi Khoshchehreh, MD, MS
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542–6.REPLY: The Weekend Effect
Does the Type of Myocardial Infarction
Impact Management and Outcomes?We thank Dr. Khoshchehreh and colleagues for their
interest in our paper. As pointed out and addressed in
our paper, we cannot completely exclude selection
bias as a partial explanation of our ﬁndings. However,
unmeasured differences in severity of illness are less
likely to be an explanation of our ﬁndings because of
2 reasons. First, mortality differences were no longer
apparent after adjusting for the differential utiliza-
tion of revascularization procedures during week-
days. Second, differences in mortality persisted when
we adjusted for severity of illness using surrogate
markers such as shock and receipt of mechanical
ventilation (1).
We agree that it is important to distinguish be-
tween ST-segment elevation myocardial infarction
(STEMI) and non–ST-segment elevation myocardial
infarction (NSTEMI) when performing such analyses.
We therefore used International Classiﬁcation of
Diseases (ICD)-9-CM codes 410.x1, which denotes
STEMI and initial episode of care. We excluded pa-
tients if they had an ICD-9-CM code denoting sub-
endocardial myocardial infarction or NSTEMI (410.7).
Using codes for STEMI, we found that 26.1% were
admitted on weekends.
Moreover, the fact that we restricted our attention
to STEMI, which is an exceedingly time-sensitive
condition, makes it less likely that our ﬁndings
merely reﬂect patients delaying care on the weekend,
as suggested by Dr. Khoshchehreh and colleagues.
Delay in care for STEMI would arguably bias our re-
sults toward ﬁnding no difference in mortality on
weekdays and weekends, as receipt of cardiac cathe-
terization in persons presenting late is unlikely to
affect their outcomes. Further, during the years 2006
to 2008, weekend admissions still represented 26% of
all admission; however, utilization of revasculariza-
tion procedures rose and weekend-weekday mortal-
ity differences dissipated. These phenomena argue
against selection bias as the sole explanation of our
ﬁndings.
We believe that our method of inclusion using ICD-
9-CM codes represents patients experiencing STEMI
